I am presenting these specimens of ureterocele associated with lithiasis as examples of the influence which urinary stasis has on calculus formation. I need only say that in three out of four cases of ureterocele which have passed through my hands, stone was present, to emphasize the importance of this association. These cases are interesting not only from the scientific point of view but because they raise problems in treatment which vary in the respective cases.
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The first patient was a married woman aged 38 who complained of attacks of pain in the left side and frequency of micturition during the previous two years. Cystoscopy showed a small but definite ureterocele in relation to the left ureteric orifice. A plain X-ray film showed two stones each about the size of a filbert in the left ureter, just outside the bladder. The intravenous urogram showed a moderate degree of dilatation of the lower ureter and only a slight dilatation of the corresponding kidney which appeared to be functioning well.
Destruction of the ureterocele by electrocoagulation failed to induce the stones to pass. They were obviously held up by a narrowing of the ureter where it joined the bladder. It therefore became necessary to cut down extraperitoneally on to the lower end of the left ureter, remove the stones, and re-implant the ureter into the bladder through another opening. The patient made a good recovery.
The second patient was a man aged 23 who complained of pain in the left side and of haematuria. Cystoscopy, in this case also. showed a ureterocele in relation to the left ureteric orifice. A plain skiagram showed a small collection of stones, obviously in the ureterocele, and two small stones in the lower pole of the left kidney. Because of the collection of the calculi in the sac in the bladder I decided on an open suprapubic operation, and excised the sac with its stones. I had hoped that the two small renal calculi, which were not too large to pass spontaneously, would ultimately make their escape, but a plain skiagram taken a year later showed these stones still present, and a little larger. They will be removed by open operation. The third case was in a woman aged 36 who had been having attacks of fever accompanied by pain in the left loin over a period of six months. I believe she had also had chronic B. coli infection of the urine for the past ten years. Cystoscopy showed a moderate-sized ureterocele involving the left ureteric orifice. A plain X-ray film showed what appeared to be a stone, about the size of a filbert, in the region of the lower pole of the left kidney. Intravenous urograms showed a considerable degree of dilatation of the pelvic portion of the left ureter giving a shadow on the film of about one and a half inches in diameter. The kidney was only moderately dilated and was functioning fairly well. The urine in this case was heavily infected with B. coli. The X-ray appearances suggested that it might ultimately be necessary to remove the left kidney or, at any rate, to remove the stone from its lower pole. I felt that the best preparation for any operation on the upper urinary tract was to destroy the ureterocele through a cysioscope; by this means improved drainage would offer a considerable xeduction of persisting sepsis. Under a general anaesthetic, I divided the ureterocele completely in a transverse diameter.
About five months later X-rays showed that the shadow previously seen in the kidney had completely gone, showing that it was a collection of sand rather than of stone. The ureter had considerably shrunk in size and cystoscopy failed to show a ureterocele. The left ureteric orifice appeared merely to be somewhat dilated. Urine collected from each kidney separately was clear, that from the left being a little paler than that from the right. There was no pus in either specimen but a few B. coli were detected from the left kidney. There was a good deal less urea in the specimen from the left side compared with that from the right.
While the patient continues to be well and the left kidney is relatively free from infection there is no indication for operative interference. when getting out of bed. This accident necessitated a further period of confinement to bed. In 1934 calculi had been removed from both kidneys at a hospital in Plymouth.
On examination.-Investigation by intravenous pyelography showed hydronephrosis of the left kidney and the shadows of a stone in the upper end of the ureter and of another opposite the left sacro-iliac joint (fig. 1 ). These were removed by operation, from which the patient made an uninterrupted recovery. The lower end of the stone removed from the upper portion of the ureter was faceted and accurately fitted the upper end of the stone removed from the lower half of the ureter. At one time therefore these two stones were one and at a recent date had been fractured.
